Congenital primary superior vena caval aneurysm (CPSVCA) as classified by Abbott and Leigh' is extremely rare. Two types have been described-fusiform, which is more common, and saccular. It was first reported by Abbott in 1950.2 To our knowledge, only 12 cases have been reported. In this article, we describe the fourth case of saccular CPSVCA and the first which coexisted with rheumatic mitral stenosis.
Case report
The patient (CFL) was a 48-year-old Chinese housewife. She was referred to us in January 1980 for treatment of a "mediastinal cyst." In November 1979, she was admitted to a general hospital with a week's history of dyspnoea on exertion. Her past medical history was non-contributory. On examination, she had the signs of congestive cardiac failure. Her chest radiograph on admission showed a large anterior mediastinal shadow extending into the right pleural cavity together with cardiomegaly, pulmonary congestion, and pleural effusion. A diagnosis of congestive cardiac failure and mediastinal tumour was made. At that time, although the cause of the cardiac failure was not identified, diuretic therapy was given with a dramatic response. Radiologically the pulmonary congestion and pleural effusion disappeared and there was a significant reduction in size of the mediastinal shadow. In view of this, the mediastinal mass was aspirated twice. On both occasions frank blood was obtained. An aortogram was then performed. The proximal aorta and its branches were found to be normal. In the meantime, facilities for ultrasound scanning became available at that hospital. Sonography showed a cystic lesion with well-defined borders. It was not connected to the heart or aorta. A diagnosis of "sanguineous mediastinal cyst" was made and she was referred to us for further management.
On her admission to our hospital, physical examination showed that the patient was also suffering from mitral stenosis, probably rheumatic in origin. This was confirmed by M-mode echocardiography and cardiac catheterisation. Her chest radiograph (fig 1) showed an oval anterior mediastinal shadow extending over the right hilar region, slight cardiomegaly, prominent pulmonary conus, and dilatation of the upper lobe veins. 
